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Most rectovesical ﬁstulae are secondary to diverticular and
inﬂammatory bowel diseases.5,7 Traumatic rectovesical ﬁstulae are
clinically less common. Reported causes include entry of foreign
bodies, blunt trauma, and even gunshot wounds.7,8 Such cases
require careful assessment for faecal or urinary diversion and are
often surgically challenging.2
Few cases of rectovesical ﬁstulae are treatable nonoperatively.
A nonoperative treatment reported by Thurairaja involved a 46-
year-old male who injured his perineum when he fell onto the
backrest of a wooden chair. Cystogram revealed a rectovesical
ﬁstula. The patient was treated with a supra-pubic catheter for
urine diversion, and intravenous ﬂuids and intravenous antibiotics
were given for 5 days. Oral antibiotics were given for 2 weeks, and
the supra-pubic catheter was removed at 4 weeks without
recurrence.8 The case reported here was also successfully treated
nonoperatively. Such treatment is warranted only under speciﬁc
clinical conditions, including stable patient condition and lack of
peritoneal signs. During this conservativemanagement, physicians
should be constantly alert for any surgical indications.
2. Case report
A 22-year-old male was hospitalised with a rectal injury
causing supra-pubic pain, anal bleeding and haematuria. The
patient indicated that he had injured his anus when he fell on an
iron rod. The injury initially caused him severe supra-pubic and
perineal pain. Haematuria was also observed at ER. Physical
examination revealed supra-pubic tenderness without peritoneal
involvement. Digital rectal examination was difﬁcult due to severe* Corresponding author. Tel.: +886 3 328 1200x2101; fax: +886 3 327 8355.
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Laboratory data revealed a white blood cell count of 13,400 mL1
(segment 89.5%, band 4.0%), and urinalysis showed red blood cell
count of over 500mL1 and white blood cell count of 109 mL1.
Abdominal CT scan revealed thickening and oedematous change in
the rectal wall with some air accumulation within the urinary
bladder. No intra-abdominal free air was noted (Fig. 1). Cysto-
graphy via Foley catheter showed a contrast leakage from the right
posterior aspect into the rectum (Fig. 2).
Thepatient receivedconservativemanagementwith intravenous
ﬂuids and antibiotics (cefamezine, gentamicin and metronidazole)
for 5days. Colonoscopicexaminationonthe3rddayrevealeda small
rectal mucosal perforation with peripheral oedema and erythema-
tous change at 5 cm level from the anal verge. Continuous urine
leakage via the small perforation hole was also noted. After three
haemoclips were applied, the urine leakage was controlled (Fig. 3).
Colonoscopy performed 2 days later revealed no urine leakage
(Fig. 4). The patient was discharged uneventfully. Two weeks after
the rectal injury, colonoscopic and cystographic examination
revealed no urine leakage in the rectal mucosa (Fig. 5). The patient
was followed without recurrence for half a year.
3. Discussion
Traumatic rectovesical ﬁstulae are rare, and management is
often complex.
Management may include laparotomy, faecal or urinary
diversion, or simple surgical repair.1–4,6,9 Injuries to the colon
and rectum can be classiﬁed as intraperitoneal or extraperitoneal.5
Operative management is preferred for most cases. Pieretti
reported a combined abdominal and posterior sagittal transrectal
approach for a shotgun wound. In that case, an 18-year-old male
suffered rectourinary ﬁstula from the bladder neck region to the
rectum, 6 months after the initial laparotomy for multiple
rectosigmoid perforations. Two months following recovery from
Fig. 1. Abdominal CT scan revealed wall thickening in the ventral and right aspects
of the rectum. Air accumulation within the urinary bladder was also found.
Fig. 2. Initial cystography revealed contrast leakage from the right posterior aspect
of the urinary bladder into the rectum.
Fig. 4. Colonoscopy 4 days after initial injury revealed previous perforation wound
with haemoclips in place.
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bladder neck repair and a posterior sagittal transrectal approach
for rectal wall repair were successfully performed.4 Fernandez
described the use of a self-expanding prosthesis for a rectovesicalFig. 3. Colonoscopy showed a small mucosal perforation with inﬂammatory change.
immediately (B).ﬁstula following anterior exenteration for advanced sigmoid colon
cancer. A 72-year-old female received anterior exenteration with
colorectal anastomosis and a neobladder. Rectovesical ﬁstula
developed after leakage of the colorectal anastomosis. After 40
days, a 10 cm  22 mm, self-expanding, silicone-coatedWall-stent
was placed at the level of the colorectal anastomosis. The stentwas
removed 6 months later without complications.1 The transvesical
approach was also reported in a 14-year-old male who suffered
traumatic rectovesical ﬁstula after falling onto an upturned stool.
The bladderwas opened longitudinally to repair the defect layer by
layer, and a sigmoid loop colostomy was also fashioned. The
patient had an uneventful postoperative recovery.9 In 2005, Sotelo
presented a laparoscopic rectovesical ﬁstula repair in a prostate
cancer case. A 62-year-old male suffered rectovesical ﬁstula
following iatrogenic rectal injury during open radical prostatect-
omy. After catheterisation of both ureters and the ﬁstula tract,
laparoscopic dissection and repair were performed with omentum
interposition.6
Nonoperative treatments have also been reported. A 46-year-
old Caucasian male suffered from traumatic rectovesical ﬁstula
after falling onto the backrest of a wooden chair. He initially
suffered from severe perineal and supra-pubic discomfort, dysuria
and diarrhoea. Conservative management included antibiotics for
3 weeks, and supra-pubic catheter for 5 weeks. Two months after
his injury, noncontrast CT scan conﬁrmed the absence of gas in the
bladder.8
In another series, primary transanal repair of rectal injury
without diversion was performed in ﬁve selected patients with
penetrating injury but stable condition. The authors have deﬁned aContinuous urine leakage was found (A), and haemoclips application was done
Fig. 5. Colonoscopy (A) and cystography (B) 2 weeks after initial injury revealed healing mucosa rectovesical ﬁstula.
S.-F. Chiang et al. / Injury Extra 40 (2009) 29–31 31subset of extraperitoneal rectal injuries that can be managed
without colostomy.2
The current case had no peritoneal signs and initially received
conservative management. Extraperitoneal injury was diagnosed.
Although rectovesical ﬁstula was noted by cystography, the
patient’s condition was satisfactorily controlled. A notable
colonoscopic ﬁnding of urine leakage prompted haemoclip
application. This case subsequently exhibited an excellent
recovery. The reported treatment avoided complex surgery and
diversional colostomy. No signs of recurrence were noted at 6-
month follow-up. Thus, selected traumatic recto-vesical ﬁstulae
patients with no obvious signs of toxicity can be successfully
management non-operatively.
Traumatic rectovesical ﬁstulae are rare and usually need
complex surgery. It is possible to undergo non-operative manage-
ment successfully in selected patients with no obvious signs of
toxicity. However, close monitoring is still recommended during
the management course.References
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